In any given year, only about 10% of the nearly two million adolescents exhibiting substance abuse or dependence in the United States receive substance abuse treatment. Given this state of affairs, it is unlikely that the massive effort and expenditure of resources over the past decade on developing, testing, and disseminating effective treatments for adolescent substance abuse will have an appreciable impact on the prevalence of substance use disorders among the adolescent population. In order to substantially diminish the pervasive gap between levels of need for and utilization of adolescent substance abuse treatment, specialized assertive outreach strategies may be needed. This paper outlines a framework for assertive outreach for adolescents with substance use disorders and proposes specific types of strategies for identifying and enrolling such adolescents into treatment. Implications for practice and policy pertaining to adolescent substance abuse treatment service delivery are considered.
forces, panels, and workgroups 9, 10, 11, 12 (see also http://modelprograms.samhsa.gov; http://www. nida.nih.gov/BTDP/effective/Effective.html; http://www.colorado.edu/cspv/blueprints/index.html). Formal practice parameters for research-based adolescent substance abuse treatment have been specified over the past decade and continue to be updated and refined. 13, 14 By all accounts, the adolescent substance abuse treatment research renaissance continues to evolve and move forward in the present. A primary focus of contemporary empirical work in this area is on transporting and embedding empirically supported treatments for adolescent substance abuse into non-research clinical settings in local communities. Critical steps along this pathway have taken the form of two multi-site randomized field trials funded by the Substance Abuse and Mental Health Services Administration (SAMHSA), namely, the Cannabis Youth Treatment study and the Adolescent Treatment Model program. 15, 16 In addition to these field investigations, a number of smaller-scale dissemination studies have examined the effectiveness of empirically supported adolescent treatments when implemented in clinical settings within local communities apart from the direct involvement of outside experts. [17] [18] [19] [20] [21] Based on this collective body of research, a general conclusion is that a variety of empirically supported treatments for adolescent substance abuse and associated problem behaviors can be effective at the local level provided that such treatments are delivered competently and with sufficient adherence to prescribed treatment protocols. It appears, however, that levels of provider fidelity to research-based treatment models tend to diminish markedly in absence of expert oversight and supervision. 17, 18, 20 Accordingly, a high priority for current and future research in this area is to delineate the organizational, structural, administrative, and clinical contexts conducive to the local sustainability of empirically supported treatments for adolescent substance abuse.
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A Public Health Perspective on Adolescent Substance Abuse Treatment Research
It is fair to say that the expansive body of empirical research to date on the development, testing, and dissemination of effective treatments for adolescent substance abuse has been conducted ultimately in the service of a single overarching objective. This objective is to lower the prevalence of substance abuse and associated high-risk behavior within the adolescent population to a degree which has significant public health benefits. [30] [31] [32] The urgency and timeliness of this public health priority is underscored by recent prevalence estimates indicating that each year, approximately two million adolescents in the United States between ages 12 and 17 exhibit levels of substance use consistent with official diagnostic criteria for substance abuse or dependence. 33 It is well known that this vast group of adolescents (about 8% of the adolescent population in the United States) is at substantial risk for a myriad of adverse consequences and threats to short-and long-term physical, mental, and emotional health. [34] [35] [36] [37] [38] [39] This prognosis is largely attributable to the fact that once levels of substance use during adolescence reach levels of chronicity characterized by abuse or dependence, such problems are unlikely to abate naturally over time and, barring some form of intervention, typically carry over into adulthood. 40, 41 Unmitigated substance abuse persisting from adolescence into adulthood exacts heavy social and economic costs and therefore constitutes one of today's most pressing public health concerns. [42] [43] [44] [45] [46] The widespread dissemination of empirically supported and effective treatments for adolescent substance abuse is a primary component of current policy initiatives to reduce the prevalence of adolescent substance abuse as well as its massive public health consequences and costs to society. 47 The superordinate objective of minimizing the prevalence of adolescent substance abuse is only partially addressed, however, by the mass dissemination of effective research-based treatments. An additional facet of this mission is ensuring that effective treatments, once put in place and made available on a widespread scale, are actually utilized by a significant proportion of the adolescent population in need of such services. Unfortunately, it is well known that for a variety of reasons, the overwhelming majority of adolescents in the United States who are in need of substance abuse treatment do not receive it. 48 Specifically, 90% of adolescents in the U.S. who abuse or are dependent on substances receive no formal substance abuse treatment services. 33 Roughly 60% of this same group receives neither substance abuse nor mental health services. This gaping disparity between levels of need for and utilization of existing services threatens to undercut any potential public health returns on the incalculable investment of resources directed over the past decade toward the development, testing, and dissemination of effective treatments for adolescent substance abuse.
The need for innovative strategies to increase rates of treatment utilization among the population of adolescents with substance use disorders appears both clear and critical. Unfortunately, such innovations have been slow to emerge. There are undoubtedly many factors to which the dearth of strategic advances in this area may be attributed. One likely factor is the paucity of resources devoted to research on access and utilization of adolescent substance abuse treatments relative to the breadth and magnitude of support for testing the efficacy of such treatments. 49, 50 There are some encouraging signs, however, that a shift in this resource imbalance may be imminent. Specifically, in June of 2003 the National Institute on Drug Abuse (NIDA) convened the Health Services Research Blue Ribbon Task Force to assess the status of and make recommendations for improving the relevance and impact of NIDA's portfolio of health services research. 51, 52 The final report of the Task Force emphasized the need for services research "concerned with understanding who enters and receives drug treatment as well as how to decrease barriers and improve access" to empirically supported and effective treatments. 52(p.16) The goals and recommendations of the Task Force contributed to the establishment or expansion of several programs to fund drug abuse services research. 53, 54 Such funding initiatives hold great promise for stimulating the development of new strategies to enhance the widespread utilization of effective research-based treatments for adolescent substance abuse. 47 Increasing the Rate of Adolescent Substance Abuse Treatment Utilization through Assertive Outreach
One worthwhile focus for new research on strategies to increase rates of adolescent substance abuse treatment utilization is in the area of assertive outreach. 55, 56 Briefly, assertive outreach is an emerging model for engaging and providing services to individuals from high-risk populations, which has evolved out of the Assertive Community Treatment (ACT) approach for severe mental illness. 57 The ACT model has been described as a paradigm shift in mental health treatment which places great emphasis on the deinstitutionalization of the seriously mentally ill and other difficultto-treat populations. 58 The ACT approach stresses home-and community-based services as alternatives to traditional hospital and clinic settings for treatment delivery. Under the ACT model, clinical services are comprehensive, coordinated, delivered by multidisciplinary teams, highly tailored to individual needs, and available 24 h/day.
As a component of ACT, the assertive outreach approach is implemented by workers who are familiar with the local community, who understand the culture of the target population, and who are viewed as trusted sources of information. Assertive outreach workers serve as role models, educators, and advocates for members of high-risk populations to engage in and receive essential services including prevention and treatment. As synopsized by Ryan and Morgan, an assertive outreach approach:
"Engages [individuals]... with complex needs who are resistant to contacting services Proactively reaches out to people in their own 'territory' in the community Assesses need comprehensively, develops individually tailored care packages and effectively coordinates care across agencies Optimizes the recovery of potential service users" 56(p.12) Assertive outreach programs have been implemented successfully with a number of difficult-toengage populations including substance-abusing adult homeless persons with comorbid mental illness and risk for HIV. [59] [60] [61] [62] Assertive outreach has been suggested as a general strategy for increasing rates of treatment participation among substance-abusing or dependent adolescents and their family members. 63 It is likely, however, that assertive outreach as traditionally designed and implemented would fail to access and engage a significant proportion of the untreated substance-abusing or dependent adolescent population. Specifically, assertive outreach is designed primarily around the needs of chronic, severely impaired, highly comorbid and multi-problem persons existing largely on the fringes of mainstream society beyond the reach of established service systems. As discussed further on, however, this description does not apply to a large proportion of adolescents with a clinically diagnosable substance use problem who are not in treatment. On the contrary, a substantial proportion of adolescents with substance use disorders may successfully elude the treatment system precisely because they do not exhibit emotional or behavioral comorbidities which could signal an apparent need for treatment. As such, it may be argued that adolescents with substance use disorders who are among the most difficult to engage into treatment are not found primarily on the margins of society, but rather are fully integrated within the social structures and systems comprising mainstream adolescent culture. Accordingly, strategic initiatives to reduce the prevalence of substance abuse and dependence among adolescents should incorporate assertive outreach strategies tailored to the relatively non-comorbid and mainstream segment of this population.
Designing and tailoring assertive outreach strategies for substance-abusing adolescents To be effective, assertive outreach strategies must be developed and implemented in a manner consistent with the clinical characteristics and needs of adolescents with substance use disorders. These characteristics have been well documented by a large volume of basic and applied clinical research conducted over the past several decades. Findings across this body of research are fairly consistent in portraying adolescents with substance use disorders as a generally chronic, antisocial, and recalcitrant population. Specifically, research indicates that such adolescents typically come from dysfunctional families, are poorly connected to school, and are entrenched within substance using and deviant peer networks. [64] [65] [66] [67] Moreover, the majority of such adolescents exhibits one or more comorbid clinical diagnoses including depression, conduct disorder, and ADHD. [68] [69] [70] [71] [72] Furthermore, many adolescents with substance use disorders have been arrested and/or are on legal probation. [73] [74] [75] Compounding this complex constellation of risks is the fact that adolescents with substance use disorders are generally unmotivated to change and resistant toward participating in treatment. 76, 77 In light of this profile, it is apparent that assertive outreach is needed to increase rates of substance abuse treatment utilization among the chronically antisocial, emotionally disturbed, and offending segments of the adolescent population. 78, 79 Such outreach efforts among this "deep-end" group are likely to be most successful when implemented in a manner consistent with the emerging Gateway Provider Model (GPM) of youth service access. 80 Briefly, a GPM approach toward assertive outreach for substance-abusing adolescents hinges on equipping providers within socalled gateway service systems for youth with the knowledge and tools to recognize substance use problems, and to work in a coordinated manner across agencies to link youth exhibiting such problems with appropriate treatment services. 81, 82 Primary gateway service systems for adolescent substance abusers include juvenile justice, 83, 84 child and adolescent mental health, 85 school-based counseling and other special programs, 86, 87 emergency rooms, hospitals, and primary medical care settings, 85, 88 child welfare and related social services, 89 as well as shelters and other facilities serving runaway and homeless youth. 90 A GPM approach toward identifying adolescents with substance use disorders holds great promise for directing a more substantial proportion of this population into treatment. * Efforts based on the GPM to forge and strengthen collaborative linkages across service systems are generally consistent with contemporary models for child and adolescent mental health care reform. [91] [92] [93] There is reason for concern, however, that treatment outreach strategies that are channeled through gateway social service programs and systems may have little impact on substance-abusing or dependent adolescents who are least likely to access such services, namely, those without comorbid emotional or behavioral disorders. A recent cross-sectional survey by Garland et al. 94 indicates that substance-abusing or dependent adolescents without comorbid emotional or behavioral disorders are significantly less likely to access mental health and related gateway social services relative to their more seriously impaired and comorbid counterparts. In fact, survey findings indicate that in absence of a comorbid diagnosis, adolescents with substance use disorders are no more likely to receive services than adolescents without any clinical diagnosis whatsoever. 94 These results support the view that distinctive and specialized outreach strategies may be needed for adolescents whose substance use problems are unaccompanied by emotional or behavioral comorbidities, and who are therefore unlikely to make contact with the types of service systems which could provide an entryway into substance abuse treatment. As such, this segment of the adolescent population may be at particularly high risk given that, as noted previously, substance abuse or dependence during adolescence in absence of some form of clinical intervention is likely to progress toward more chronic stages of addiction during adulthood.
The prevalence of emotional and behavioral comorbidities among adolescents with substance use disorders It is reasonable to question whether adolescents exhibiting substance use disorders without emotional or behavioral comorbidities constitute a subpopulation sizeable enough to warrant the development of specialized assertive outreach strategies. After all, it is generally held that the majority of adolescents with substance use disorders manifests at least one comorbid clinical condition. 40 This view stems largely from studies of adolescents in substance abuse treatment, among whom, rates of comorbidity generally range from 70% to 90%. 69, 71, 95, 96 By contrast, a more limited body of research on substance use disorders among adolescents in the general population reveals considerably lower rates of comorbidity ranging from approximately 50% to 60%. 68, 97, 98 Based on existing population-based estimates, it appears that roughly one third to one half of * A prime example of a systematic and cutting edge GPM-based approach to assertive outreach for individuals with substance abuse problems is the Screening, Brief Intervention, Referral, and Treatment (SBIRT) cooperative agreement initiated in 2003 by the Substance Abuse and Mental Health Services Administration (SAMHSA; see http://www.samhsa. gov/Matrix/programs_treatment_SBIRT.aspx). Briefly, the SBIRT cooperative agreement initiative is a 5-year $108 million program to support comprehensive substance use screening for individuals receiving health care services in a range of settings including hospitals, general medical clinics, emergency rooms, urgent care centers, and so forth. 194 The screening is conducted by a specially trained medical professional. If a substance use problem is detected, the screener is equipped to provide a brief informational and motivational intervention on the spot, as well as to provide a referral for more comprehensive substance abuse treatment services as needed. Preliminary results regarding the impact of the SBIRT protocol on substance use among medical patients are somewhat positive, although uncertainties have been expressed pertaining to the dissemination and adoption of SBIRT among front-line service providers.
adolescents with substance use disorders may be relatively free of comorbid clinical conditions that could both signal the need for drug treatment and raise the chances of being referred to treatment through an existing service system. 99 To further corroborate these population-based comorbidity estimates, the authors conducted a brief secondary analysis of data from the baseline version of the National Comorbidity Survey (NCS). 100 Briefly, the baseline NCS is a large-scale national household survey (n=8,098) conducted in the early 1990s assessing the prevalence of various emotional and behavioral disorders among individuals between ages 15 and 54 in the general population of the United States. The subgroup of NCS participants in the age 15-18 cohort meeting official diagnostic criteria for alcohol/drug abuse or dependence over the past 12 months (n=60 out of 578 adolescents) was selected for the analysis. The analysis examined the proportion of adolescents in the sample meeting criteria for a comorbid emotional or behavioral diagnosis over the past 12 months including conduct disorder, major depression, and dysthymia. As shown in Figure 1 , the results indicated that 55.3% of substance-abusing or dependent adolescents in the general population manifest at least one of these three comorbid conditions (although this percentage may have been higher had ADHD been included in the survey). These results based on the NCS are quite consistent with those reported in other population-based studies indicating prevalence rates between 50% and 60% for diagnosable comorbid emotional or behavioral conditions among adolescents with substance use disorders.
The role of comorbidity in the utilization of adolescent substance abuse treatment
The disparity between rates of comorbidity reported in clinical versus population-based research on adolescent substance abuse suggests that comorbidity may be associated with the likelihood of receiving substance abuse treatment. 101 The authors investigated this hypothesis by conducting a brief analysis using data from the 2005 National Survey on Drug Use and Health (NSDUH). 33 The NSDUH is an annual household survey of the prevalence and epidemiology of drug use in the general population of the United States. The survey is conducted on a multistage probability sample of individuals age 12 and over in all 50 states and the District of Columbia (n=55,905). The survey covers a wide range of topics including alcohol, tobacco, and drug use, substance abuse treatment history and need for treatment, official diagnostic indicators of substance abuse and dependence, attitudes toward substance use, availability of drugs, physical and mental health, involvement in illegal activities, arrests, access to and utilization of health care services, social and family support, and school and work history. Individual responses are weighted to provide accurate population prevalence estimates. The current analysis included cases from the age 12 to 17 cohort meeting official diagnostic criteria for abuse or dependence on alcohol or illicit drugs in the past year (n=1,649).
Within this sample of adolescents, the analysis examined the association between the presence of comorbid symptoms of depression or conduct disorder over the past 12 months and the likelihood of receiving substance abuse treatment over that same period. Adolescents in the sample were classified (by the principal investigators on the NSDUH) as having exhibited depressive symptomatology if they reported experiencing a "major depressive episode" in the past year according to DSM-IV criteria. Furthermore, adolescents were classified (by the authors of this manuscript) as having exhibited symptoms of conduct disorder if they reported at least two of the following indicators over the past 12 months: (a) were involved in a serious fight at school or work, (b) were involved in a fight between two groups, (c) attacked another person with intent to cause serious harm, (d) carried a handgun, (e) sold illegal drugs, (f) stole or attempted to steal items worth at least $50, or (g) had formal legal system involvement including being arrested, on parole, or on probation. Based on these criteria, it was found that 11.3% of the sample exhibited symptoms of depression without conduct disorder, 38.7% exhibited symptoms of conduct disorder without depression, 10.9% exhibited symptoms of both depression and conduct disorder, and 39.2% exhibited neither symptoms of depression nor conduct disorder in the past year.
Chi-square tests for 2×2 contingency tables were used to examine the association between (a) the presence/absence of symptoms of depression and/or conduct disorder and (b) receiving/not receiving treatment for substance abuse in the past 12 months. As displayed in Figure 2 , results indicated that adolescents with substance use disorders and comorbid depressive symptoms in the past year were over twice as likely to have received substance abuse treatment as those exhibiting neither depressive nor conduct disordered symptoms (11.1% versus 5.0%, odds ratio=2.4, χ 2 (1)= 12.7, pG.0001). Likewise, adolescents with substance use disorders and comorbid symptoms of conduct disorder were over three times as likely to have received substance abuse treatment in the past 12 months than their non-comorbid counterparts (16.0% versus 5.0%, odds ratio=3.6, χ 2 (1)= 43.3, pG.0001). These findings based on the 2005 NSDUH are consistent with (although do not definitively support) the contention that the presence of emotional or behavioral comorbidities substantially increases the likelihood that adolescents with substance use disorders will receive substance abuse treatment.
Several factors are likely to account for the potential role of comorbidity as a mechanism by which adolescents with substance use disorders may enter the treatment system. First, as alluded previously, comorbid emotional or behavioral problems may increase the chances that adolescents with substance use disorders encounter a service system that can provide an entryway into substance abuse treatment [i.e., the so-called "no wrong door" policy]. 102, 103 Consider, for instance, the juvenile justice system. It is known that about 40% of adolescents in substance abuse treatment are juvenile justice referrals, and over 60% have current juvenile justice involvement upon treatment entry. 40, 69, 96, 104 Evidence reviewed by Dennis et al., 73 however, suggests that most adolescents referred to substance abuse treatment by the juvenile justice system are arrested and charged with non-drug related crimes such as theft, assault, and vandalism. Relatively few are arrested solely for drug offenses. A critical implication of these findings is that only those adolescents with substance use disorders who also engage in delinquent behavior or criminal activity (besides drug use) are likely to be apprehended and subsequently referred to treatment by the juvenile justice system. Those not exhibiting such behavioral problems are relatively unlikely to enter substance abuse treatment via the juvenile justice system which is one of the most common routes into treatment for adolescents with substance use disorders.
A second factor which may help account for the link between comorbidity and the likelihood of receiving adolescent substance abuse treatment is the fact that comorbid emotional or behavioral problems may increase the detectability of adolescent substance abuse. It has been well documented that adolescents' substance abuse problems often go undetected by "front-line" service providers in juvenile justice, primary care, mental health, education, and related social service systems. 88, [105] [106] [107] [108] [109] It is reasonable to suspect that adolescents whose substance abuse problems are most likely to go unnoticed are those without co-occurring emotional or behavioral problems which could help draw attention to existence of a substance abuse disorder. Because many social service personnel are not properly equipped to screen for adolescent substance abuse or make appropriate referrals for treatment, a great many non-comorbid adolescents with substance use disorders manage to hover "under the radar" and elude detection and entry into the substance abuse treatment system. [105] [106] [107] [108] [109] A third potential link between comorbidity and the likelihood of receiving adolescent substance abuse treatment has been termed in the literature as parental burden. Briefly, parental burden is conceptualized as the degree of strain and stress experienced by parents (and other family members) which is directly or indirectly imposed by the emotional and behavioral problems of their children. [110] [111] [112] [113] Such strains and stressors include disruptions of individual and family life, constraints on personal time and freedom, and financial losses. Substantial evidence in the child and adolescent mental health research literature indicates that degrees of parental burden are strong and consistent predictors of the likelihood of youth service utilization. [111] [112] [113] Similar findings with regard to substance-abusing adolescents are reported by Garland et al. 94 Furthermore, it has been empirically demonstrated that levels of burden perceived by parents are positively associated with the number and severity of youth symptoms. 110, 112, 115, 116 Building on such findings, conceptual frameworks linking comorbidity in youth, parental burden, and service utilization have been proposed by Sayal 113 and Logan and King. 114 Both frameworks posit that the number and severity of youth symptoms elevate levels of parental burden which, in turn, raises parental awareness of the youth's need for treatment. Parental recognition of child problems appears to be a key component of the help-seeking and treatment-referral process. 116, 117 Within the context of the current discussion, the models proposed by Sayal 113 and Logan and King 114 suggest that parents of adolescents with substance use disorders that are unaccompanied by comorbid symptomatology may not experience inordinate levels of burden stemming from their adolescents' substance use. Consequently, such parents may be relatively unaware of the extent or severity of their adolescents' substance use problems and may not be sufficiently motivated to seek treatment for their adolescent. Parental motivation and ability to either persuade or compel adolescents to enter substance abuse treatment may be especially low in absence of support and leverage from an external system such as juvenile justice.
Summary
This discussion has attempted to establish the need for innovative assertive outreach strategies to direct a more substantial proportion of the population of adolescents with substance use disorders into treatment. Specifically, in addition to assertive outreach approaches based on the GPM, specialized strategies may be warranted for the subpopulation of adolescents whose substance use disorders are unaccompanied by comorbid emotional or behavioral disorders. Approximately one third to one half of the population of adolescents with substance use disorders may be relatively free of diagnosable comorbid conditions, which, some evidence suggest, may be associated with the likelihood of receiving substance abuse treatment. Specialized assertive outreach strategies may benefit this subpopulation given that such adolescents (a) are unlikely to make contact with existing service programs and systems that could provide an entryway into substance abuse treatment, (b) are relatively unlikely to have their substance use problems detected even if such contact is made, and (c) may have parents who are not fully aware of the severity of their substance use problems and who may be unmotivated or unable to persuade or compel them to enter substance abuse treatment. The remainder of this paper discusses some promising directions for developing assertive outreach strategies for this subpopulation. Specific examples of such strategies are offered. Finally, implications and recommendations for policy are considered.
Promising Assertive Outreach Strategies for Improving Rates of Adolescent Substance Abuse Treatment Utilization
In this section, several promising strategies for increasing rates of adolescent substance abuse treatment utilization are proposed and discussed. The specific strategies addressed are consistent with fundamental principles of assertive outreach including (a) proactively engaging adolescents within their natural environment, (b) comprehensive and multimodal assessment, (c) coordinating and mobilizing resources available within adolescents' social ecology, (d) responsiveness to individual needs and circumstances, and (e) multidisciplinary and integrative service delivery.
These principles are deemed to be essential ingredients of any approach toward identifying adolescents with substance use problems and engaging them in ways that facilitate their entry into substance abuse treatment. The strategies discussed in this paper are specifically designed to be effective for what may be among the most difficult-to-engage segments of the population of adolescents with substance use disorders-those without emotional or behavioral comorbidities. It should be emphasized, however, that the outreach strategies discussed further on are also likely to be effective for adolescents exhibiting substance abuse in addition to one or more comorbid emotional or behavioral disorders-a subpopulation among whom the rate of treatment utilization is notoriously low as well.
Assertive outreach strategies for identifying adolescents in need of substance abuse treatment
The initial component of the assertive outreach approach envisioned in this paper is identification. The term identification refers to the process of detecting and making contact with adolescents with substance use disorders in order to provide information about and to advocate for their entry into substance abuse treatment. In this regard, adolescent health and prevention specialists are increasingly recognizing and capitalizing on the rich opportunities that school settings provide for identifying youth in need of services. [118] [119] [120] [121] [122] [123] [124] More so than any other gateway service system for youth including the juvenile justice system, schools offer direct access to the largest segment of the clinical populations targeted by youth prevention and treatment services. As such, schools have emerged as perhaps the primary avenue through which to identify and provide services to high-risk youth including substance-abusing and dependent adolescents. 86, 87, 92, 123, 125 A particularly promising school-based identification strategy with potential applications for adolescent substance abuse treatment is multiple gating screening which was originally developed as a method of identifying children at high risk for delinquency. 124, [126] [127] [128] Briefly, multiple gating screening encompasses a comprehensive tiered assessment protocol implemented in the school setting which gathers information from teachers, students, and their parents to identify youth who are candidates for a given type of intervention or service. The initial assessment tier is typically a broad and relatively inexpensive screen administered to teachers who are asked to identify youths exhibiting certain types of emotional or behavioral risk factors. Progressively, more detailed screenings are conducted with the initial set of identified youth as well as their parents. Information collected across informants and levels of assessment is used to delineate a final pool of youth who are likely candidates for specialized services. Individual youth and their parents in the final candidate pool are recruited to participate in appropriate services as indicated across the multiple levels of assessment.
One of the most rigorous and effective implementations of school-based multiple gating screening is the Fast Track prevention program. [129] [130] [131] [132] Briefly, Fast Track is a comprehensive school-and family-based prevention intervention project targeting youth at high risk for conduct disorders. The challenges of identifying high-risk youth and recruiting them and their parents into the Fast Track intervention were addressed using the following multiple gating screening approach. First, program representatives formed collaborations with school administrators (superintendents, principals, board members) and received permission to implement the screening and recruitment procedures. A published report on the multiple gating screening used in Fast Track emphasizes that in most cases, school officials were quite enthusiastic and willing to offer permission for these activities in their school. 130 Next, teachers within each school were asked to complete behavioral ratings of each child in their classes using a well-established behavioral rating scale for teachers. Subsequently, the parents of those youth whose teacher ratings were indicative of conduct problems were contacted and asked to participate in a brief phone interview regarding their child's behavior at home, again using an established child behavior rating scale. Finally, parents of children receiving clinically elevated ratings on both assessments were re-contacted and offered the opportunity to participate in the Fast Track intervention. The Fast Track research group reports very high rates of success using this multiple gating screening process, with approximately 91% of parents consenting to participate in the initial interview about their child, and over 96% of parents and youth participating in the prevention intervention. 130 Multiple gating screening procedures such as those used in the Fast Track project might also be effective as assertive outreach strategies for identifying adolescents with substance use problems who might otherwise go undetected especially in absence of comorbid emotional or behavioral symptomatology. Screening for substance abuse is more complicated than for delinquent or aggressive behavior, arguably, given that delinquency and aggression are overtly observable whereas substance abuse tends to be more covert and is often kept hidden from parents, teachers, and other authority figures. 133 As such, the use of "indirect" assessments may be warranted to identify adolescents exhibiting characteristics known to be risk factors for substance abuse. 134 Such characteristics include academic problems and truancy, aggressive and delinquent behavior, depression, as well as personality traits consistent with high-sensation-seeking, extroversion, and disinhibition. 65, 66, [135] [136] [137] [138] Various assessment tools are available which could be used as screening instruments for these types of characteristics. 124, 134, 139 At the most brief and inexpensive level, Hallfors et al. 119 have shown that student grade point average and school attendance records can be valuable in identifying adolescents who may have substance use problems. Additionally, more comprehensive brief screening instruments may be administered to teachers and parents to identify students exhibiting configurations of emotional and behavioral characteristics consistent with substance abuse or dependence. Potentially useful instruments for such screening purposes include selected subscales of the Achenbach System of Empirically Based Assessments (ASEBA), which includes teacher and parent versions of the well-validated and widely utilized Achenbach Child Behavior Checklist. 140 Other established teacher-and parent-report screening instruments are reviewed by Severson et al. 124 and Levitt et al. 139 Once a candidate pool of adolescents has been delineated based on behavioral assessments derived using teacher and parent reports (perhaps in conjunction with school records), a somewhat more direct assessment administered to adolescents regarding substance use-related attitudes, traits, and behaviors is recommended. Specifically, adolescents may be screened regarding their attitudes toward substance use, perceptions of risk associated with substance use, their level of involvement with substance using peers, and personality characteristics associated with substance use. Each of these factors has been shown to be strongly associated with substance use behavior among adolescents. 65, 66, 141 Simple and brief items assessing youth attitudes and perceptions regarding substance use as well as association with substance using peers may be adapted from the NSDUH. 33 Along similar lines, a very brief nine-item screening tool for high-risk behavior among adolescents as been developed by Jankowski et al. 134 Another promising avenue toward indirect screening for adolescent substance use disorders are instruments designed to measure the "Big Five" personality dimensions (extroversion, agreeableness, conscientiousness, emotional stability, and intellect). 142, 143 All of the Big Five personality traits have been shown to be predictive of substance use problems in adolescents. 66, 137, 138 John et al. have developed and validated a fairly brief and quick 48-item scale for assessing the Big Five in adolescent males with delinquent behavior problems. 144 A very brief ten-item Big Five measurement scale has been developed by Gosling et al. 145 The multiple gating screening procedures outlined above are intended to yield a pool of adolescents whose behavioral, personality, cognitive, and social characteristics are consistent with known risks for substance abuse or dependence. Once this final candidate pool is delineated, the next task is to work in coordination with parents to conduct a more formal substance abuse intake assessment with the adolescent. Those adolescents remaining in the candidate pool through the prior stages of screening despite not meeting criteria for substance abuse or dependence (i.e., false positive cases) would exit the candidate pool at this stage. On the other hand, adolescents for whom the results of this final stage of screening and assessment are positive for substance abuse or dependence would progress to the next phase of assertive outreach, which is discussed in the following section of this paper.
Assertive outreach strategies for enrolling adolescents into substance abuse treatment
Through the lens of the "stages of change" model, 146 the identification process described above may be viewed as facilitating a shift from a state of precontemplation, characterized by little or no awareness that a problem exists and no intention to take action in the foreseeable future, to a state of contemplation in which individuals have been made aware of problems and may be considering taking action, however have made no commitment to initiate such action. The successful transition from precontemplation to contemplation is a signal for assertive outreach workers to shift their mode of activity from identification to enrollment. The term enrollment refers to an interactive process intended to address barriers toward participating in treatment, foster motivation for change, and secure a commitment to enter treatment. Within the stages of change model, the enrollment process facilitates the shift from contemplation to a state of preparation in which individuals have declared an intention to change and have begun laying the groundwork for action.
Facilitating the movement of adolescents with substance use disorders into a state of preparation for change and willingness to engage in treatment almost invariably requires parental involvement. 114, [147] [148] [149] Therefore, systematic efforts to enroll a more significant proportion of the population of adolescents with substance use disorders into treatment should routinely involve parents and mobilize family resources to sway adolescents to enter treatment. Unfortunately, working with and through parents to influence adolescents to enter treatment for substance abuse is hardly a straightforward endeavor. It has been well documented that parents of adolescents with serious emotional and behavioral problems, including substance abuse, typically manifest an array of obstacles and barriers toward treatment participation, any of which can undermine the treatment entry process. 110, [150] [151] [152] [153] [154] [155] Such obstacles include stressors associated with the logistics of participating in treatment (e.g., scheduling conflicts, transportation difficulties, child care). Financial hardships may also discourage many parents from seeking treatment for their adolescent. Other types of barriers toward treatment entry and participation are more perceptual in nature and include (a) unawareness, minimization, or denial of the adolescent's drug use problems, (b) viewing the adolescent's behavior as unchangeable, or (c) relinquishing authority over the decision to seek treatment to the teen. 156 Furthermore, parents with little sense of their own involvement in the adolescent's substance use problems or of their role in helping the adolescent change may be resistant toward being involved in the treatment process. It is also typical for parents to feel excessive guilt about their adolescent's drug problems and thus be reluctant to seek treatment for fear of being blamed. In some cases, parents have a negative view of the value and legitimacy of treatment, opting, in many cases, for strict and/or punitive disciplinary measures. Still, other parents are unmotivated to participate in treatment efforts because they have given up trying to help their adolescent after many unsuccessful attempts (see 157 for clinical examples of these types of parental attitudes and postures). Finally, deficits in parenting skill, heightened levels of family dysfunction (e.g., violence, abuse), as well as parental psychopathology and substance abuse may pose formidable barriers to parental involvement in adolescent treatment. 158 Negotiating these layers of complexity involved in working with and through parents to influence adolescents with substance use disorders to enter treatment requires well-developed family-based pretreatment engagement procedures. A review by Stanton 159 attests to the substantial empirical effort which has been devoted to developing and testing family-focused strategies for influencing drug-involved individuals to enter treatment (e.g., 160, 161 ). According to Stanton, 159 the two most rigorously tested and well-supported family-based pretreatment engagement strategies are Structural-Strategic Systems Engagement (SSSE) 156, 162 and Community Reinforcement and Family Training (CRAFT). 163, 164 Briefly, the crux of SSSE involves the therapist (or outreach worker, in the present case) forming a strategic alliance with one or more family members deemed to have significant power in the family system. SSSE interventions are basic family therapy techniques (e.g., joining, reframing, restructuring 165 ) implemented in ways that capitalize on influential family members' ability to get resistant family members to participate in treatment. Typically, SSSE is administered over the phone but may also be provided in the therapist's office, the family home, or in other settings within the family's social environment. SSSE is intended to begin with the initial contact with the family and culminate with the initial treatment session usually 3-4 weeks after the initial contact. The efficacy of SSSE compared to "engagement as usual" for adolescents with substance use problems has been demonstrated in three randomized clinical trials. 156, 166, 167 In the overall assertive outreach strategy discussed in this paper, it is recommended to commence the enrollment phase by conducting SSSE with parents, other family members, as well as adolescents in the final candidate pool delineated during the identification phase. If SSSE does not lead to the adolescent's enrollment in substance abuse treatment, then CRAFT should be initiated. Relative to SSSE, CRAFT is a more intensive 12-session intervention program originally designed to engage resistant adult drug users into treatment by working directly with a "concerned significant other" (CSO) which is usually a spouse or parent. Fundamentally, CRAFT is a behavioral family therapy intervention conducted with one or more CSOs of treatment-refusing individuals with substance use disorders where the primary objective is to persuade such individuals to enter treatment. The core components of CRAFT include: (a) education regarding the consequences of substance abuse and benefits of treatment, (b) contingency management training for the CSO to reinforce non-drug using behavior and to discourage drug use, (c) social skills training to improve interpersonal communication and problem-solving, (d) planning and practicing activities to interfere with the target person's drug use, and (e) encouraging and reinforcing participation in drug abuse treatment.
A version of CRAFT for adolescents with substance use disorders who refuse to enter treatment has been developed and tested by Waldron et al. 168 Briefly, the CRAFT approach by Waldron et al. is implemented with parents of adolescents with substance use disorders who refuse to enter treatment despite parents' and others' best efforts to get them to do so. The CRAFT model for treatment-refusing adolescents is specially tailored to address the developmental needs of adolescents and focuses on the roles that parents typically play in adolescents' involvement in as well as recovery from substance use disorders. In particular, the contingency management and communication training components of CRAFT are designed around the unique aspects of the parent-adolescent relationship as opposed to that between adult drug abusers and their parents or spouses. Waldron et al. 168 reported the findings of a small-scale treatment development study (n=42) of the CRAFT intervention for adolescents. The results of this investigation indicated that CRAFT can be feasibly and successfully implemented with parents of adolescents with substance use disorders. Furthermore, 70% of the initially treatment-refusing adolescent sample was enrolled in treatment following CRAFT.
Further development and testing is warranted of both SSSE and CRAFT as strategies for enrolling adolescents with substance use disorders into treatment. Both interventions have received encouraging empirical support and are promising means of addressing the pervasively low rate of adolescent substance abuse treatment utilization. Significant reductions in the adolescent substance abuse treatment gap appear unlikely without widespread dissemination of effective enrollment interventions such as SSSE and CRAFT, which are tailored to fit the unique developmental needs and contextual circumstances of adolescents with substance use disorders.
Implications for Behavioral Health
Existing clinical services cannot yield appreciable public health benefits if the majority of the target population does not utilize them. This reality characterizes the current state of affairs regarding the adolescent substance abuse treatment system in the United States. This is also the most likely future of the adolescent substance abuse treatment system unless much more concerted and widespread efforts are made to identify adolescents with substance use problems and enroll them into treatment. This paper has outlined a general assertive outreach approach and some specific outreach strategies that could be effective in this regard. Widespread implementation of the types of assertive outreach efforts discussed in this paper would require substantial organizational and financial support from federal, state, and local agencies charged with reducing the prevalence of adolescent substance abuse. In particular, new types of behavioral health policies would be needed to provide the directives, incentives, and the resources (including adequate staffing and personnel) * for assertive outreach among adolescents with substance use disorders. 107 This paper concludes with a discussion of some of the substantive, ethical, and financial considerations surrounding policy changes needed to undergird the assertive outreach innovations outlined in this paper.
New directions for policy
Current policies intended to diminish the adolescent substance abuse treatment gap are favorably disposed toward mandatory drug testing in schools and compulsory substance abuse treatment for adolescents. 45, 107, 169, 170 Concerns with such policies abound, however, as one might suspect. First, mandatory drug testing of high school students is highly controversial and has received great opposition on legal and ethical grounds. 171, 172 A clear illustration of such opposition is a recent nationally representative survey of physicians revealing strong and widespread disapproval of federal policy initiatives to implement uniform drug testing of high school students. 173 Second, there is virtually no compelling empirical support for the effectiveness of mandatory drug testing in schools on rates of substance use among students within schools implementing such policies and practices. 171, 172, [174] [175] [176] In fact, some evidence suggests that mandatory drug testing of high school students may actually have iatrogenic effects on a number of attitudinal and perceptual risk factors associated with adolescent drug use. 176 A third concern with such policies is that adolescents who are coerced or mandated to enter treatment are typically less motivated and more resistant toward clinical intervention than those entering treatment (at least partially) under their own volition. 76, 147 In turn, it is well established that adolescents entering treatment with high levels of resistance are less likely to complete or to benefit from treatment compared to those who are relatively less resistant toward treatment. [177] [178] [179] [180] A more promising policy direction may be to foster substance-abusing or dependent adolescents' motivation to enter treatment by cultivating and mobilizing sources of support within their social and community networks 171 (see also 181 ). A prime example of this type of policy-driven initiative is the NIDA Community-Based Outreach Model to reduce and prevent the contraction and transmission of HIV among out-of-treatment intravenous drug users and their sexual partners. 60, 61 Briefly, the NIDA outreach model is designed to access large segments of the difficult-to-engage population of intravenous drug users using teams of indigenous assertive outreach workers who are *Although concrete guidelines for personnel and staffing of the outreach activities discussed in this paper remain to be developed, the authors' position is that the majority of the effort and burden should be shouldered by specially trained outreach workers from the substance abuse treatment system. The authors are not in favor of imposing additional layers of burden and responsibility upon teachers or other staff members within the school system.
Assertive Outreach Strategies for Adolescent Substance Abuse OZECHOWSKI, WALDRONtrained to identify and make contact with such individuals in their natural social settings. Once identified and contacted, the outreach workers provide educational support and attempt to enlist participation in a brief preventative intervention. With support from NIDA, the outreach model has been implemented and evaluated on a widespread scale in communities across the United States and abroad. The model has been found to be effective for adults from a multitude of racial, ethnic, gender, socioeconomic, and geographic backgrounds manifesting varying types and levels of drug use and co-occurring disorders as well as risk for HIV. 61, 182, 183 Ethical concerns
As discussed earlier on, the components of the assertive outreach approach advocated in this paper, namely, (a) school-based multiple gating screening and identification and (b) family-based pretreatment engagement and enrollment, are well-developed and established practices with solid bases of empirical support among populations of at-risk children and adolescents. A vital consideration, nevertheless, is whether implementing such practices among adolescents with substance use disorders poses ethical risks, especially given the vulnerabilities of this population to violations of basic rights and civil liberties. Concerns and lively debates over the ethics of assertive outreach as a general practice have been prominent in the mental health literature for nearly a decade. 56, [184] [185] [186] [187] Although these arguments will not fully be reiterated here, it is prudent to address two ethical concerns of particular salience for the targeted population of adolescents with substance use disorders, which is characterized as being "difficult to engage" not due to the multiplicity and severity of emotional and behavioral problems, per se, but rather an absence of comorbid symptomatology which could raise the attention of caregivers and frontline service providers and catalyze the treatment-referral process. These ethical issues are coerciveness and confidentiality.
Coerciveness The assertive outreach approach discussed in this paper may raise concerns that a proportion of adolescents exposed to such measures could be unjustly manipulated or forced to receive treatment. Such concerns may be especially pronounced with regard to adolescents with substance use disorders who have not been convicted of any crime and who may otherwise maintain relatively adaptive levels of functioning. It may be reasoned that assertive outreach efforts carry a risk of violating such adolescents' rights to refuse treatment so long as their behavior poses no threat of acute harm to themselves or others.
A full discussion of adolescents' capacities and legal rights to consent to or refuse treatment, and the implications of such for assertive outreach, is beyond the scope of this paper (see 188 for a review of such issues). It should be made clear, however, that under no circumstances are the engagement and enrollment strategies discussed in this paper (SSSE and CRAFT) intended or designed to be used in ways that infringe upon adolescents' rights. In fact, it is counter to the clinical underpinnings and objectives of both SSSE and CRAFT that adolescents should end up feeling forcibly manipulated to enter treatment. On the contrary, both SSSE and CRAFT are designed to enhance adolescents' willingness and motivation to enter treatment under their own volition by marshalling and mobilizing sources of support within the family, school, and other systems of care. It is well known that family members can serve as powerful sources of motivation for individuals with drug use problems to enter treatment, and the involvement of family members in this regard has become a standard practice in the substance abuse treatment field. [159] [160] [161] [162] [163] [164] 189 With regard to adolescents in need of treatment, evidence suggests that increasing parents' awareness of adolescent problem severity and the need for treatment has a positive impact on adolescents' own problem recognition, motivation for change, and the likelihood of entering treatment. 76, [114] [115] [116] [117] 147, [190] [191] It is difficult to imagine, quite frankly, a more restrictive and coercive system for identifying and referring adolescents with substance use problems into treatment than that which is currently in place. Under the status quo, the majority of adolescents receiving substance abuse treatment are legally mandated or otherwise coerced to enter treatment involuntarily. 69, 77, 96, 147 The assertive outreach strategies discussed in this paper are meant to reduce rather than exacerbate prevailing degrees of coerciveness inherent within the adolescent substance abuse treatment system. In fact, studies among adult populations indicate that assertive outreach is viewed favorably among service recipients, and has been shown to reduce perceptions of coerciveness as well as the use of restrictive rehabilitation services such as in-patient hospitalization. 184, 185 It seems likely that employing developmentally appropriate assertive outreach strategies for adolescents with substance use disorders would have similar favorable effects on both the perception and actual use of coercion as a means of service delivery within this population.
Confidentiality In their review of emerging school-based screening methods and practices, Levitt et al. emphasize the preservation of student confidentiality as an utmost priority. 139(pp.183-184) Accordingly, Levitt et al. 139 recommend that school personnel collaborate with outreach workers from the mental health system to develop comprehensive plans and procedures for protecting the confidentiality of all students. In accordance with the assertions of Levitt et al., 139 the authors of this paper propose a number of measures to help safeguard student confidentiality throughout the assertive outreach process. First, any screening activities involving student attendance and academic records should be conducted by personnel with authorized access to such records and who have provided signed written agreements to uphold confidentiality. Second, teachers should be informed and trained on the importance of maintaining confidentiality throughout the process of rating individual students, and should provide signed written confidentiality agreements as well. Third, with regard to assessments of "indirect" substance abuse risk factors (e.g., personality characteristics and attitudes toward substance use) administered to students themselves, it is recommended that all students in a given classroom, grade, or school be included in such assessments rather than only the subset of students in the candidate pool (along the lines of a universal student-wide screening survey). 139 Although responses from only those students in the candidate pool would need to be screened, administering such assessments to all students avoids having the subset of students in the candidate pool identified as such were they to be the only ones being assessed. All students should be assured that the information they provide is strictly private, and students' names should not appear anywhere on the assessment forms. Instead, individual assessment forms can be marked with a unique and confidential student ID number. Alternatively, in lieu of an ID number, the assessment forms of particular students in the candidate pool can be identified by cross-matching sets of characteristics which students would be asked to provide on their assessment forms such as gender, grade, date of birth, zip code, etc., as well as their home classroom and teacher. A final recommendation is that formal substance use assessments with students (and parents) remaining in the candidate pool until the final stage of screening occur off school grounds and be conducted by clinical personnel not directly affiliated with the school system. Such clinical personnel generally are well trained regarding the practice of maintaining client confidentiality.
Cost considerations
A notable caveat regarding the discussion to this point is an obfuscation of the potential costs of implementing on a grand scale the assertive outreach practices and policies proposed herein. Although no precise cost estimates are available for such procedures, suffice it to say that these outreach activities would add substantially to the overall costs of providing substance abuse treatment to adolescents. These cost increases, however, should be considered in the context of other costs which have been and continue to be incurred in the effort to curtail the prevalence of adolescent substance abuse and dependence. Among these costs, as mentioned previously, is the massive expenditure of resources over the past decade and beyond on the development, testing, and dissemination of empirically supported and effective treatments for adolescent substance abuse. Cost-benefit analyses indicate that such treatments appear to be prudent investments in that each dollar spent on treatment yields a considerable rate of return on average by reducing the likelihood of costly long-term outcomes associated with substance abuse among adolescents including arrest and incarceration, hospitalization, admission to in-patient or residential clinical facilities, and other expensive out-of-home placements. 192, 193 The economic benefits of reducing such outcomes are of considerable appeal to policy makers and administrators charged with addressing substance abuse problems among the adolescent population. 42, 47, 194 Unfortunately, such potential fiscal returns seem unlikely to be realized given the well-documented adolescent substance abuse treatment gap discussed earlier in this paper. The types of assertive outreach strategies detailed in this paper could be well worth the investment if their implementation results in a substantial increase in the number of substance-abusing adolescents who receive treatment and, in turn, a marked decrease in the utilization of more costly types of out-of-home placements such as those discussed above. Under current and prevailing conditions, not only do such potential economic benefits stand to go by the wayside, but the incalculable sum of money and other resources invested over the last decade on adolescent substance abuse treatment research could be largely for naught as well. * In addition to the types of relatively short-term economic benefits discussed above (i.e., 6 months to 2 years post-treatment), the assertive outreach strategies described in this paper could yield substantial long-term economic benefits over a period spanning several decades beyond the termination of treatment. Specifically, numerous cost studies have estimated that the cumulative costs to society stemming from substance use across all age groups in the United States amount to approximately one half of a trillion dollars annually. 195 This staggering estimate encompasses costs stemming from lost productivity due to substance abuse, health care expenditures for conditions related to substance abuse, expenses associated with drug-and alcohol-related accidents and crimes, etc. 196 Although there are no concrete estimates of the proportion of these annual costs attributable specifically to the substance use problems of adolescents, admittedly, this proportion is likely to be relatively low. However, the assertive outreach strategies highlighted in this paper have the potential to produce substantial long-term reductions in these overall costs to society by lowering the proportion of adolescents with substance abuse or dependence that go untreated and (with great likelihood) progress to more chronic stages of substance dependence or addiction during young adulthood and beyond. Consistent with this argument, a cost analysis by Cohen 197 projects that the economic value of preventing or "saving" adolescents with substance use disorders from becoming addicted during adulthood is between $1.7 million and $2.3 million (in 1998 dollars) over the life of each saved addicted person. In light of these figures, even a modest long-term preventative effect of the assertive outreach strategies proposed in this paper on the number of adolescents who eventually become addicted to substances as adults would more than offset the marginal costs of incorporating such outreach procedures into existing adolescent substance abuse treatment services programs. * It should be noted that these relatively short-term cost benefits would be realized if the assertive outreach procedures discussed in this paper were successful in directing a larger proportion of the relatively more chronic and comorbid segments of the adolescent substance abusing population into treatment. Undoubtedly, the majority of the short-term costs of untreated substance abuse (e.g., drug-related crimes, arrests, incarcerations, probation, etc) are attributable to this more severely impaired group of adolescents. In contrast, it is expected that substantial cost benefits from implementing assertive outreach among relatively less chronic and non-comorbid adolescents with substance use disorders may be realized over a much longer time period extending into the young adult years of such adolescents and beyond. Such long-term preventative cost benefits are discussed in the following paragraph.
Summary
The widespread and systematic adoption of school-based screening procedures to identify and engage youth at risk for (or already exhibiting) emotional and behavioral disorders is rapidly gaining popularity across sectors of child and adolescent mental health research, practice, and policy, and is routinely recommended as a means of fortifying current prevention and treatment infrastructures. 14, 107, [198] [199] [200] Against this backdrop, this article has attempted to make the case for developing specialized school-and family-based assertive outreach strategies to identify and enroll a more substantial proportion of the substance-abusing or dependent adolescent population into treatment. The implications and recommendations for practice and policy proposed in this paper are in keeping with overarching ecological frameworks for child and adolescent clinical services. 67, 92, [201] [202] [203] [204] [205] While the bulk of contemporary ecologically focused clinical literature focuses on intervention design and implementation, the critical "pre-intervention" processes of identification and enrollment deserve fuller consideration. In fact, assertive outreach strategies for identification and enrollment should be regarded as components of the overall treatment process for adolescent substance abuse, and as such, should be developed and evaluated with the same rigor as any other intervention component. Moreover, linkages between the processes and outcomes of identification, enrollment, and intervention should be conceptualized and evaluated within an ecological empirical framework. 206 Ultimately, the integrative development, testing, and dissemination of effective identification, enrollment, and intervention procedures is essential for enhancing the public health impact of the adolescent substance abuse treatment system.
